chance of preventing the further spread of the infection. If, then, by openinig the great cerebellar cistern, one could diminish the pressure of the fluid in the subarachnoid space, and start the current of fluid in a new direction, the hope of stopping the spread of inflammation over the brain surface might be entertained. But as matters stood at present one could not expect to cure all these cases. He thought, however, that the condition should be treated as an acute suppuration in any other part of the body was treated.
Mr. E. D. D. DAVIS (in reply) said that the method adopted for occipito-atlantal puncture was as follows: The head must be slightly flexed and the needle inserted at a point in the mnid-line of the neck immediately above the spine of the axis and directed in the mid-line to the fronto-nasal suture. The needle would be felt to go through tlle occipito-atlantal ligament with a jerk; then it was necessary to ml-ove carefully and to see that the direction to the fronto-nasal suture was correct. The operationl could be done without an anaesthetic. It was now frequently performed without mishap. He (Mr. Davis) thought that occipito-atlantal puncture light be somnetimes more useful than Haynes' operation. He considered that the cisterna mnagna contained pus; only in the very late stages of meningitis, hence Haynes' operation was generally unsuccessful at so late a stage of meningitis. Occipito-atlantal puncture was valuable in cases in which the patients were mnore or less moribund, and in which the surgeon felt impelled to do something. In reply to Mr. O'Malley's question as to when to drain through the labyrinth, Mr. Davis said that if it was decided that the meningitis had arisen from labyrinthitis-that is, when the signs of labyrinthitis had preceded the meningitis-drainage should be established through the internal auditory mlleatus and the labyrinth. He admitted that it was sometimes difficult to decide on labyrinthine drainage in suspected nieningitis when the diagnosis was uncertain, as it required some courage to go through the labyrinth and destroy the internal ear. But if there were indications that meningitis had reached the skull through the labyrinth, then drainage through the internal auditory meatus must be done. When meningitis arose froml lateral sinus thrombosis or infection, he (the speaker) left the labyrinth alone and drained in front and behind the lateral sinus. One of the two cases he had mnentioned, was that of a patient whom he had shown at a fornier meeting of this Section.' She had all the symptoms of meningitis-headache, voniting, drowsiness, and the cerebrospinal fluid gave pneumococcus on culture. He had operated practically as soon as he saw her. There was a large extradural abscess between the posterior surface of the petrous bone and the dura, arising fromn a perisinus abscess which tracked forward between the dura mnater and the petrous bone; he had drained this and had left the wound open so that later if there was no improvement, he could drain through the dura mater. The patient had done well for a few days, but then she had becomie more drowsy and vomiting had recommenced. He (Mr. Davis) therefore drained the subarachnoid space in front and behind the lateral sinus and the patient recovered. He thought it was a localized meningitis of the posterior fossa. In the other case, the patient had had an acute attack of suppuration sometime after a radical mnastoid operationl performned elsewhere. There had been a temperature of 1030 F. and signs; of menlingitis, therefore the mastoid had been opened up again and the posterior fossa drailled behinid the lateral sinus. The cerebro-spinal fluid had contained pneumococci. The patient had done well.
The cases recorded by Mr. Lawson Whale2 and Mr. Martyns appeared to have been similar to these two cases.
Case of Complete Deafness dating from a Fall.
By Sir JAMES DUNDAS-GRANT, K.B.E., M.D.
PATIENT, male, aged 48, became completely deaf about three and a half years ago, after a fall of 6 ft. on to his feet, not striking his head but suffering pain in his neck several days later. He felt ill and had to be helped home. During the night he had diarrhoea and vomiting and next morning was quite deaf. He was told that he shouted when speaking. Dr. Dan McKenzie referred him to me at the West End Hospital for Nervous Diseases, for consideration of neurological possibilities. My colleague, Dr. Carlill, kindly took the greatest interest in the case and gave it the benefit of treatment by gross suggestion. The result was negative and in favour of an organic lesion. The anomalous character of the data has rendered the diagnosis difficult. On examination in May, 1922, when he appeared to be totally deaf for sounds of any kind, and there being then no voice-raising with noise-machines in the ears, the click of the large " distinette" produced a palpebral reflex. There was marked spontaneous nystagmus to the left and slight pastpointing to the right; the voice was monotonous. Lip-reading had not been spontaneously acquired. Rotation to the right with external canals horizontal produced no increase of nystagmus to the left. Rotation to the left produced active nystagmus to the right but no past-pointing. Cold air to the right external canal caused nystagmus in thirty five seconds. Cold air to the left external canal produced no nystagmus after sixty seconds. Cold air to the right vertical canal caused slight rotary nystagmus to the left. Cold air to the left vertical canal obtained no response. Past-pointing and giddiness were not induced by any of these tests. Galvanism (tested in November) on either side with 15 ma. excited nystagmus in the direction of the cathode.
These tests suggest a lesion-concussion-of both labyrinths, the auditory nerve trunk being unimpaired. The left labyrinth appeared to be the most affected, yet the spontaneous nystagmus was to the left side.
The symptoms varied slightly from time to time, so as to suggest a functional element in the case, as also did the diminution of the pharyngeal reflex. Case of Deafness greatly increased after a Fall.
PATIENT, female, aged 29, bad been dull of hearing for nine or ten years, but became extremely deaf ten months ago after a fall of 25 ft., in which her head was knocked and after which she was unconscious for seven or eight days. When first seen in September, 1922, she heard whispered voice at only 12 in. on. the right side and 2 in. on the left, reduced by inflation to 6 in. and 2 in. respectively. On the other hand the ordinary voice heard at 14 in. and 4 in. was after inflation heard at 3 ft. and 2 ft. respectively. The hearing for Gradenigo's tuning-fork (64 d.v.) was reduced considerably, viz., to 3 arnd 2 instead of 6. Bonnier's test (tuning-fork 128 d.v. heard through condyles of femur) was positive. Paracusis Willisii was present. Bone-conduction on the mastoid was normal and Rinne was markedly negative. Weber positive. Galton's whistle normal (1 I). The Eustachian tubes were slightly narrow. The features were essentially those of otosclerosis, but there was no family tendency and there was no initial tinnitus.
She was treated by occasional inflation and frequent self-inflation while at the same time she took, with small doses of ignatia amara, 5 minims of liq. hydrarg. perchlor., thrice daily. This last remedy was given because of Ericbsen's use of it in the treatment of "railway spine " concussion, to which the traumatic condition in the present case seemed analogous. In October she reported herself as feeling better in herself and freer from tinnitus. At present she seems to have reached a stationary condition and states that she hears as well as she did before the accident.
